The integration of behavioral health services in primary care has been referred to in many ways, but ultimately refers to common structures and processes. Behavioral health is integrated into primary care because it increases the effectiveness and efficiency of providing care and reduces costs in the care of primary care patients. Reimbursement is one factor, if not the main factor, that determines the level of integration that can be achieved. The federal health reform agenda supports changes that will eventually permit behavioral health to be fully integrated and will allow the health of the population to be the primary target of intervention. In an effort to develop more integrated services at Baylor Scott and White Healthcare, models of integration are reviewed and the advantages and disadvantages of each model are discussed. Recommendations to increase integration include adopting a disease management model with care management, planned guideline-based stepped care, followup, and treatment monitoring. Population-based interventions can be completed at the pace of the development of alternative reimbursement methods. The program should be based upon patient-centered medical home standards, and research is needed throughout the program development process.
T he Agency for Healthcare Research and Quality defi ned integrated care as follows:
A practice team of primary care and behavioral health clinicians working together with patients and families, using a systematic and cost-eff ective approach to provide patientcentered care for a defi ned population. Th is care may address mental health and substance abuse conditions, health behaviors (including their contribution to chronic medical illnesses), life stressors and crises, stress-related physical symptoms, and ineff ective patterns of health care utilization ( 1 ).
C. J. Peek, a national leader in care system development, reported that a variety of terms are encountered within research and conceptual writings of this emerging area, such as integrated care, patient-centered care, coordinated care, shared care, collaborative care, colocated care, and integrated primary care or primary care behavioral health ( 1 ) . Kwan and Nease reported that certain structural features and clinical processes are typical of integrated behavioral health models ( 2 ) . Th e common structural features are a care delivery team, a physical space onsite for behavioral health, information technology, clinical and offi ce management policies and protocols, and education and training. Common processes include access, detection, treatment, practice improvement, and cost containment and sustainability. Th ey stated, "Ultimately, it may not matter what exactly this infrastructure looks like as long as it enables the provision of certain services" ( 2 ) .
THE PURPOSE OF INTEGRATING BEHAVIORAL HEALTH WITH PRIMARY CARE
Th ere are a variety of forces demanding a change and redesign in how health care is delivered in the United States. Th ese forces include problems in the delivery of health care to patients and their families, fi nancial pressures (including spiraling health costs), and political forces-all pushing to support such changes by delivery and payment reform.
Primary care continues to be the primary setting in which individuals seek mental health treatment, yet treatment is often defi cient. Wang and his colleagues reported that based upon fi ndings from the National Comorbidity Survey Replication data, 41.1% of individuals with mental disorders had received treatment in the previous 12 months; 56% of those individuals received treatment within the primary care setting, compared with 44% who received treatment within mental health settings ( 3 , 4 ) . Consistent with a previous epidemiological study, primary care is the "de facto" setting for mental health services in the United States ( 5 ). However, Wang et al also found that only 12.7% of individuals who were treated in primary care received even minimally adequate treatment ( 3 ) .
In addition to the need to become more clinically eff ective, health care demands fi nancial redesign to "bend the curve" of costs but also to support more eff ective, effi cient, coordinated care. Health care costs are spiraling, and the "sick and disabled consume almost all health dollars" ( 6 ) . Changes are particularly needed to reduce costs of the chronically medically ill patient with comorbid behavioral health concerns. Gaipa and colleagues described a recent insurance report that demonstrated a signifi cant increase of cost when the particular medical condition had comorbid behavioral health problems ( 7 , 8 ) . Th e authors of the Air Force's Behavioral Health Optimization Program stated that focusing only on the chronically sick "does nothing for the large pipeline that keeps fueling this fi re, and it has little eff ect on the population's health as a whole" ( 6 ) . Th ey proposed a combination of addressing not only the sick and comorbid but also the larger, healthier population.
Health care reform is supporting changes in not only clinical delivery systems, but also payment and reimbursement systems. Health care is moving from fee-for-service models to bundled/ global payments for populations of patients. Th e Patient Protection and Aff ordable Care Act (PPACA) and the Health Care and Education Reconciliation Act of 2010 demonstrate this intent with the federal health reform agenda. Fabius and colleagues reported that the most signifi cant problem in health care reform is the fee-for-service payment model ( 9 ) . Th ey noted that feefor-service deincentivizes the changes needed in delivery and argued for bundling related costs. Under a fee-for-service model, each provider bills separately and "has no incentive to manage their use effi ciently" ( 9 ) . By bundling or receiving global payments, providers are compensated based upon the combined performance of all involved. Th e PPACA supports the testing of this payment reform model to "determine if providers can be incentivized to manage costs by taking responsibility for the costs of both acute conditions/procedures and chronic conditions" ( 9 ) . Medicare, Medicaid, and commercial insurance programs are in the process of creating and releasing innovative bundled and global payment plans to support models that are clinically and cost-eff ective ( 10 ) .
CONCEPTUAL DIMENSIONS USEFUL FOR INTEGRATION
In an eff ort to guide our process of behavioral integration at Baylor Scott & White Central Region, we considered important conceptual dimensions in this emerging fi eld. Examining eff orts in terms of an integration continuum, patient populations (whether in terms of level of pathology or even insurance status), or conceptual models of collaborative activities provided a direction ( 11 -14 ) .
Doherty described fi ve levels of integration: minimal collaboration, collaboration at a distance, basic collaboration on site, close collaboration in a partly integrated system, and a fully integrated system ( 11 ) . Th e fi rst two integration levels suff er from a lack of communication, particularly involving comorbid mental health and physical health problems, while a fully integrated system requires a change in reimbursement methods that is currently unavailable. Basic collaboration on site occurs when behavioral health providers (BHP) and primary care providers (PCP) have separate systems but share the same facility. Proximity allows for more communication, but each provider remains in his or her own professional culture. In the fourth level of integration, some organizations have close collaboration in a partly integrated system; BHPs and PCPs share the same facility and have some systems in common, such as scheduling appointments or medical records. Th ey have regular face-to-face communication. Th ere is a sense of being part of the larger team. Th e fi fth level of integration is a close collaboration in a fully integrated system. Th e BHP and PCP are part of the same team. Th e patient experiences the mental health treatment as part of his or her regular primary care. Th ere is a population-based focus with primary prevention in addition to integrative case management.
Another conceptual dimension that aff ects integration efforts considers the importance of patient populations. Mauer proposed the four-quadrant model ( 12 ) , which divides patients into four categories based upon behavioral and physical "needs" and "risks." Patients with low behavioral health needs/risks and low physical health needs/risks are typically served in primary care. Patients who have high behavioral health needs and low physical health needs are typically served in specialty behavioral health programs with linkages to primary care. Patients who have low behavioral health needs and high physical health needs are served in primary care and in the medical specialty system. Finally, patients who have high behavioral health needs and high physical health needs are typically served in both specialty behavioral health settings and primary care.
Another patient population model places integration in the context of behavioral health reform to determine what type of model of care best fi nancially incentivizes integration for particular patient populations. Bao et al discussed grouping patients based upon severity of mental health problems and insurance status ( 13 ) . If a patient's behavioral/mental health is paid by Medicaid, access is poorer, there is typically a greater need for social and human services, and coordination and collaboration between primary and behavioral health care is traditionally lacking. Th e Aff ordable Care Act's health home provisions incentivize coordinated care for Medicaid patients who have chronic and comorbid clinical conditions. For patients, regardless of health status, whose health is paid for by commercial insurance and Medicare programs, patientcentered medical homes (PCMHs) and accountable care organizations best incentivize integration eff orts ( 15 ). Th e Agency for Healthcare Research and Quality reported that a PCMH has fi ve functions and attributes: providing care that is a) comprehensive, b) patient-centered, c) coordinated, d) accessible, and e) has a commitment to quality improvement ( 16 ). Bao et al reported that PCMHs have the greatest potential to serve patients with mild to moderate behavioral health conditions ( 13 ) . Th e Patient-Centered Primary Care Collaborative Payment Reform Task Force has off ered a range of payment plans with fi delity to the PCMH model; at the highest level, global payments with bonuses are proposed to lessen the need for patient volume and incentivize value creation ( 17 , 18 ) . Accountable care organizations have shared savings for coordinating medical and behavioral health care but are payer-specifi c; they lack incentives to improve quality and reduce costs for Medicaid patients ( 13 ) .
A particularly useful framework to guide integration eff orts was provided by Collins and his colleagues ( 14 ) . Th ey discussed eight models of behavioral health integration that described nonintegrated to fully integrated services. Th e "colocation," "disease management," and "primary care behavioral health" models appear to be particularly relevant in discussions of the current status and future transitions of behavioral integration at Baylor Scott and White Healthcare. Th e colocation model occurs when PCPs and BHPs are at the same site, but have distinct services. Th is arrangement has the primary advantage of providing better communication. Foy and colleagues suggested that better interactive communication, defi ned as "collaborative arrangements that enable primary care physicians and specialists to converse," improves outcomes ( 19 ) . Th e colocation model is less stigmatizing and provides better access to behavioral healthcare for PCPs and their patients. One disadvantage is that patients referred to mental health for physical complaints may interpret symptoms as being "all in my head." Additionally, if the behavioral service location is separate from the primary care treatment setting, e.g., a diff erent wing of the building, there may be fewer opportunities for interactions and education of PCPs and "warm hand-off s." Th ese diffi culties are intensifi ed if BHP therapeutic hours are not modifi ed for the primary care 15-to 20-minute appointments. Caseloads can quickly become overloaded, and access problems increase.
Th e disease management model is "an integrated system of interventions to optimize functioning of patients and to impact the overall cost of the disease burden" ( 14 ) . Th e chronic care or disease management model is based on Wagner, Austin, and Von Korff 's chronic care model (CCM) ( 20 ) . Wagner et al suggested that the components of high-quality chronic care consist of the use of explicit plans and protocols, practice redesign, patient change processes, expert input, and information system support ( 20 ) . Common elements of chronic care include collaboration between service providers and patients, care plans, self-management education, follow-up, treatment monitoring, targeted use of specialty referral, and "stepped care" ( 21 , 22 ) .
Th e disease management model has advantages over the colocation model. In addition to having all the strengths of being on site, patients are screened for psychological problems in an empirical manner and closely monitored throughout the treatment process; this allows for modifi cation and personalization of the intervention process and results in stepped care. Empirical guidelines are emphasized, saving scarce psychiatric resources to be used more effi ciently. One primary disadvantage of this model is the current fee-for-service payment method, which does not reimburse case management services.
Th e primary care behavioral model is based upon population-based care. Strosahl reported that population-based care is grounded in public health concepts ( 23 ) . Further, primary care behavioral health is consistent with "the philosophy, goals and strategies of primary care medicine. Specifi cally, there is an emphasis on early identifi cation and treatment, long-term prevention, and 'wellness'" ( 24 ). Collins et al indicated that the entire primary care patient population is the target of assessment, intervention, and consultative services ( 14 ) . Th e primary "customer" is the PCP, then the patient. Th e goals are to support providers, improve their eff ectiveness, prevent chronic problems from occurring, and improve the overall health of the population. Th e most critical issue in utilizing this model is associated again with reimbursement. While there appear to be new eff orts at paying for such population-based services as consultation, case management, and primary prevention, currently medical "off set" savings for this model have not been clearly demonstrated.
CLINICAL EFFECTIVENESS OF BEHAVIORAL HEALTH INTEGRATION
Metaanalyses of behavioral health integration studies have demonstrated the clinical eff ectiveness of collaborative care models with a variety of clinical conditions. In the most comprehensive metaanalysis completed to date, Woltmann and colleagues examined the clinical eff ectiveness of collaborative CCMs for mental health conditions across diff erent settings, particularly for depression but also including bipolar disorder, anxiety, and other mental health problems ( 25 ) . Th ey compared CCMs to usual care for 57 experimental trials across 78 articles, with 140 clinical outcome analyses. To be included in the study, each CCM had to have six components consistent with the CCM: patient self-management support, delivery system redesign, use of clinical information systems, provider decision support (guidelines), health care organization support, and linkage to community resources ( 25 ) . Of 133 study analyses that reported statistical comparisons, 66 analyses (49.6%) favored the CCMs, 1 favored the control condition, and 66 (49.6%) had no statistically signifi cant diff erences in the comparisons. Th e overall fi ndings suggested that there were small to medium eff ects of CCMs across multiple disorders for clinical outcome (symptoms), mental and physical quality of life, and social role functioning. Th e authors reported that at this point, we still do not know which components are most important, which are necessary, and what works better for whom.
Most metaanalyses have cited the contribution of care management in the treatment of mental health problems, particularly for depression. Butler and her colleagues conducted a metaanalysis of 33 clinical trials from 145 articles on the integration of behavioral health and primary care in the treatment of depression ( 26 ) . Th ey specifi cally examined integration based upon the use of care managers, the process of care, and the degree that the studies integrated the roles of clinicians. Th e authors concluded that most studies demonstrated positive outcomes for treatment response and remission rates. However, the level of integration was unrelated to outcomes. Gilbody and colleagues completed a cumulative metaanalysis of 37 randomized collaborative care studies treating depression ( 27 ) ; all studies utilized case managers. Th ey found a significant positive treatment eff ect, when compared to standard of care, at 6 months. Eleven studies examined eff ects beyond 6 months; signifi cant treatment eff ects were found at 12 months, 18 months, and 5 years. Case management supervision and mental health background were found to be signifi cantly related to the size of positive treatment outcome. Gilbody et al also reported that studies that had a case manager, a PCP, and access to specialist input, consistent with Katon and colleagues' collaborative care model ( 22 ) , tended to be more eff ective than other models ( 27 ) .
Williams et al completed a systematic review of 28 studies that used care management and interventions treating depression within primary care settings ( 28 ) . Consistent with Wagner and colleagues' CCM, most studies included patient education and self-management, monitoring of symptoms, decision support, registries, and mental health supervision of care managers ( 20 ) . Th e authors found that almost all multifaceted interventions led to signifi cant improvements in depression outcomes within 1 year. Gensichen et al found case management to be the primary positive factor in depression outcomes in a metaanalysis of 13 studies within primary care settings ( 29 ) .
Instead of a specifi c focus on care management, Foy and colleagues suggested that the important factor in patient success is "interactive" communication of PCPs and specialists ( 19 ) . In a metaanalysis of 18 depression studies that excluded care managers but incorporated direct communication between PCPs and psychiatrists, the authors found signifi cant reductions in patients' depression. Th ey concluded that collaboration that allows for direct communication between the PCP and specialist improves patient outcomes.
In sum, collaborative care, based upon a CCM, demonstrates clear evidence for eff ectiveness. Th e most eff ective studies consist of care management, a PCP, and some form of specialist consultation and supervision.
COST-EFFECTIVENESS OF BEHAVIORAL HEALTH INTEGRATION
Behavioral health integration is clinically eff ective. Is it also cost-eff ective? Woltmann et al argued, "Th e major focus of health care cost reduction eff orts must be in reducing avoidable complications of chronic illnesses, which account for up to 22% of all health care expenditures. Reducing these complications could realistically result in a $40-billion per-year savings" ( 25 ) . Strosahl stated, "While improving clinical outcomes in healthcare is obviously an important goal, the 'straw that stirs the drink' is the huge medical off set potential of integrated care" ( 23 ) . He suggested that integrated care has the potential for cost off set of approximately 20% to 40%.
Woltmann and colleagues examined health care costs in their metaanalysis of collaborative CCMs for mental health conditions ( 25 ) . Th ey found that among the 21 economic analyses (among 57 clinical eff ectiveness trials examined), only 10 could be compared; 9 (90%) found no statistically signifi cant diff erence in costs between the CCM and the control condition. One study found the control condition less expensive. Van Steenbergen-Weijenburg and colleagues found eight studies that met quality criteria examining the cost-eff ectiveness of collaborative care for major depression ( 30 ) . Th ey found that all studies demonstrated that collaborative care is eff ective but, in most cases, more expensive. Th ey concluded that while collaborative care seems promising, "the economic information is insuffi cient for policy decisions" ( 30 ) .
BAYLOR SCOTT AND WHITE CLINICS Clinic patient characteristics
Baylor Scott and White Healthcare-Central Region, Department of Family Medicine, has two primary care clinics that have BHPs. Th e Waco Clinic (WC) is located in Waco, Texas, a city of 127,000 within a county of 238,000. Th e Killeen Clinic (KC) is located within a city of 134,000 in a county of 323,000. Fort Hood, one of the largest military installations in the world, is located in Killeen. WC, which has had a psychology presence for the past 20 years, has four providers: three licensed psychologists and one licensed professional counselor. WC has always functioned with an annual profi t margin while maintaining traditional 50-minute therapeutic hours. Contrary to Strosahl's concern about therapists being "swamped," WC functions without a long waiting list. In comparison to a non-colocated clinic, WC demonstrated a statistically signifi cant shorter time from PCP referral to fi rst BHP appointment for older patients, with approximately 77% of all patients attending their initial appointment after being referred by the PCP ( 31 ) . KC hired two licensed psychologists within the past year. Th e similarities and diff erences in the clinics' mental health patient populations.
Clinic structural and process features
Both clinics have a close collaboration within a partly integrated system ( 11 ) . Both clinics appear to be composed largely of patients with low behavioral health needs/risks and low physical health needs ( 12 ) . While the clinics use a fee-for-service model of reimbursement, 90% of the payers for both clinics are non-Medicaid; PCMHs and accountable care organizations best incentivize integration eff orts ( 13 ) . At this time, both clinics fi t the colocation model with integration enhancements ( 14 ) .
Th e Patient-Centered Integrated Behavioral Health Care Principles and Tasks, a qualitative assessment of our adherence to principles and tasks considered important for behavioral health integration, was completed ( 32 ) . Th e major strengths of both clinics are that PCPs and BHPs are colocated, they off er evidence-based treatments for their patients and families, and they systematically identify problems for most patients. Advantages of colocated services include easy, nonstigmatizing access for primary care patients, "curbside" consultations and improved communication with PCPs, and shared electronic medical records. Consultations to PCPs are limited, however, by the 50-minute hour; BHPs are not easily accessible except when suicidal/homicidal ideation is prominent. While KC providers share treatment space, WC providers are in separate wings of the clinic. Th ere are many advantages to shared space, but also disadvantages; administrative issues appear less complicated with services in separate wings. Both clinics have a goal of educating PCPs concerning psychological/behavioral issues, given that behavioral health plays such an important role in primary care ( 3 ). In both clinics, the PCPs and BHPs collaborate using care plans within the shared electronic medical records. While both clinics use measurement-based identifi cation of behavioral and emotional problems, and develop and modify treatment plans based upon this data, these eff orts are not completed systematically at this point. Both clinics use valid measurement tools to screen, diagnose, and even document baseline symptom severity. WC and KC provide initial evaluations that rely primarily on interview and self-report measures, such as the Patient Health Questionnaire-9 and the Generalized Anxiety Disorder 7-item scale ( 33 , 34 ) . WC BHPs off er general psychopharmacology consultation, within their scope of practice, comfort level, and training, and based upon ethical guidelines. Among KC and WC behavioral health care patients, 48% and 31%, respectively, are treated with psychotropic medications. For those patients who have severe mental illness and/or need more complicated psychopharmacological intervention, referrals are made to psychiatrists at Baylor Scott and White in Temple, Texas. Th is service is located 30 or more miles from WC and KC and has a 2-to 3-month waiting list for nonemergency patients. Less than 5% of behavioral health patients for both clinics were referred to psychiatrists.
While there is active communication among PCPs and BHPs in both clinics, particularly with the shared electronic medical record, there is no formal care coordination or case management. Th e lack of case management clearly sets limits on being responsive to patients' changing needs. Th e clinics' newest electronic medical record has a registry, which will allow both clinics to track and monitor patients who are not improving; neither clinic has begun this process yet. Providers are formally assessed for patient satisfaction, and, while accountable, providers are not reimbursed for quality of care and patient outcomes.
Integration recommendations for Baylor Scott and White-Central Region
Based upon a review of current concepts and models of behavioral health integration with primary care, the effi cacy of certain structures and processes, and the cost-eff ectiveness of programs in use, the following recommendations are off ered.
First, research studies on the effi cacy and cost-effi ciency of collaborative care clearly support the need and role for a care manager who is responsible for patient education and involving the patient in the treatment process. After initial assessment, patients may be triaged to simple monitoring with education; discussion of guideline-based PCP-provided medication or therapy options; possible initiation of short-term, problemsolving, or cognitive-behavioral treatment; or close continual monitoring. Th e registry will permit close monitoring and a treatment-responsive approach to care. Patients who are not progressing may be moved to the next level of "stepped care." Th e primary goal is patient progress for lower cost.
Second, the program should adhere to PCMH standards, which require certain types of tasks to be completed with the majority of patients to ensure that care is patient-centered, coordinated, eff ective, and effi cient ( 15 ).
Finally, research is needed to assess and monitor the efficacy and cost-effi ciency of Baylor Scott and White's behavioral health integration program. Assessment needs to be completed with empirically based measures that are sensitive to change. Important questions include, for example, whether the program demonstrates greater eff ectiveness and effi ciency than "previous" care. In sum, there is a need for research to assess and guide program changes in order to be more clinically and cost-eff ective.
